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A B S T R A C T   

Objectives: The use of Magnetic Resonance Imaging (MRI) has increased significantly in recent years. Superior 
diagnostic capability and extension of criteria for the performance of MRI may explain this increase, but there are 
also non-clinical factors that influence doctors’ decisions. We aim to describe the views of doctors in the Basque 
Country (Spain) regarding factors affecting MRI orders. 
Methods: We conducted a qualitative study using semi-structured interviews with doctors based on intentional 
sampling to cover a diverse range of interviewees according to personal and professional characteristics (sex, 
workplace, post of responsibility). We analyzed transcript content using an inductive approach. 
Results: Factors identified by doctors were classified into three themes: 1) superior diagnostic capability of the 
MRI compared to other imaging modalities has favoured MRI use and inclusion in Clinical Practice Guidelines; 2) 
patient demands, owing to lower trust and acceptance of doctors’ judgment than to technology-based medicine, 
leads to patient-doctor relationships that result unnecessary MRI test; 3) structural or contextual aspects of the 
health system, such as excessive rotation of doctors or a lack of time to carry out a thorough patient examination, 
which disempower doctors and favour overuse. 
Conclusions: Doctors identified non-clinical factors that affect MRI use and that lead to unintended consequences 
both for the healthcare system and for patients. We recommend an organizational approach to give doctors 
enough resources to overcome non-clinical factors that lead to excessive MRI orders in order to optimize its use.   

Lay summary 

There may be factors that affect the prescription of Magnetic Reso
nance Imaging (MRI) by doctors beyond strictly clinical criteria. MRI use 
has increased significantly in recent years, and it is important to know 
why, since inappropriate overuse can have unintended and negative 
consequences for patients and the healthcare system. Part of the growth 
is due to superior diagnostic capability of MRIs compared to other im
aging techniques. But, according to doctors’ opinion, there is also a 
trend of patients requests for MRIs due to more favorable perceptions of 
health technology and lower trust in the clinical criteria of doctors. 
Other structural or contextual aspects of the healthcare system also 

contribute to the growing use of MRIs even when it is not clinically 
justified. 

Introduction 

Magnetic Resonance Imaging (MRI) is one of the most widely used 
complementary diagnostic tests in Western countries, and its application 
has increased significantly in recent years [1,2]. The data suggest a great 
variation in the rates of MRI use, ranging in 2019 from 12.5 scans per 
1000 inhabitants in Chile to 148 per 1000 inhabitants in Austria [1]. In 
Spain, requests for MRI scans are also increasing, with a total rise from 
48.3 per 1000 inhabitants in 2010 to 80.2 per 1000 in 2019 [2], which 
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rose from 28.8 to 48.9 per 1000 in the public healthcare system in the 
same period. In addition, inside Spain, rates of MRI use in the different 
Autonomous Communities vary considerably: the Basque Country, for 
example, which has the second lowest rate, prescribes four times fewer 
MRI than the region with the highest rate [2]. However, data on trends 
in demand show that MRI orders in the Basque Country public health
care system rose from 10.2 to 19.2 per 1000 inhabitants between 2010 
and 2019 [2], above all in specialties such as neurology and trauma
tology, which account for more than 50% of scans. 

There is no doubt that common diseases that significantly limit 
everyday activities, such as migraine/headaches [3] or musculoskeletal 
pain [4], can benefit from diagnostic tests such as MRI that provide 
high-quality images without exposing patients to radiation. MRI is 
frequently prescribed for such cases. The indication for MRI tests is 
defined in the Clinical Practice Guidelines (CPG) [5–7], which give a 
reference framework for evidence-based clinical practice [8]. However, 
a large part of the variability in the use of tests such as MRI does not 
seem to respond to clinical needs [9,10]. As with other diagnostic pro
cedures, MRI may not always be appropriately prescribed. Lowering the 
rates of inappropriate prescription would help to improve the quality of 
healthcare and reduce unnecessary expenditure, and it would also pro
tect patients from undue physical and psychological risks [11–13]. 

Several studies have sought to identify the barriers that complicate 
the implementation of CPGs and other recommendations [9,14–17]. In 
the case of the indication of imaging tests several non-clinical factors 
have been defined, such as the pressure exerted by patients and the 
impossibility for the physician of guaranteeing that their patients’ 
problems are not serious, factors related to the work environment and 
the resources available in the particular setting [9,18]. 

Health practitioners in the Basque Country have access to CPGs and 
recommendations for MRIs [6,7] but little is known about the facilita
tors and barriers to their use that professionals encounter in their daily 
work. The recent introduction of MRI in the Primary Care (PC) setting, a 
measure designed to optimize and speed up the provision of specialized 
care, may cause even more variability in the patterns of MRI 
prescription. 

The aim of this study is to describe the views of doctors in the Basque 
Country (Spain) regarding the factors affecting MRI orders. 

Methods 

We conducted an exploratory qualitative study based on in-depth 
interviews with doctors, including neurologists, traumatologists and 
PC physicians employed by the Basque Health Service. The total sample 
comprised 36 informants (13 neurologists, 11 traumatologists and 12 PC 
physicians) who were interviewed individually. These doctors were 
chosen given their daily contact with patients with migraine/headache 
and/or low back pain, and for their high expected number of MRI pre
scriptions. The final number of interviews was determined by the satu
ration of responses in each doctor group (neurologists, traumatologists 
and PC physicians) in relation to the ideas under study. The setting of the 
study is the region of the Basque Country (Spain), which has a National 
Health Service model in which the Basque Health Service (called Osa
kidetza) is publicly funded and provide universal healthcare to more 
than 3 million of inhabitants. The interviews were carried out in mul
tiple health facilities (hospital or outpatient center) throughout the 
Spanish Basque Country (provinces of Alava, Gipuzkoa and Biscay). 

Sampling was intentional, depending on a series of both de
mographic and structural characteristics. The sample comprised doctors 
of both sexes, some of whom held posts of responsibility at their centers. 
In the case of neurologists and traumatologist the type of their work 
environment (i.e. hospital or outpatient center) was considered due to 
the possible effect of contextual factors on work practices and dynamics. 
Table 1 lists the main characteristics of the respondents, as well as the 
identification code used for the verbatims quotes presented in the 
Table 2. Interviews followed a semi-structured guide. The guide was 

developed by two researchers, sociologists and experts in qualitative 
research, and reviewed by three doctors experts in evaluation of tech
nologies and implementation research. The sociologits conducted the 
interviews, none of them with a direct personal or professional rela
tionship with the people interviewed. The data collection was carried 
out between December 2019 and August 2020. Initially the interviews 
were held at the practitioners’ place of work, but given the impossibility 
of travelling during the COVID-19 pandemic, some of them were carried 
out by video call. Interviews were done in Spanish and lasted an average 
of 42 minutes. Field notes were taken during and after the interviews. 
The transcription was done in Spanish by an experienced external pro
fessional transcriber. 

Participants’ responses underwent a thematic content analysis [19]. 
The information was grouped into inductive analytical categories and 
subcategories. The Atlas.ti 7.0 software was used and the coding process 
was carried out by two researchers, experts in qualitative research, 
independently and double entered. Subsequently, the coding of the in
formation was contrasted, reaching a consensus on the most salient 
thematic blocks, their interpretation and the relationship between them. 
Finally, to ensure the quality of the interpretation and to validate the 
study, the results were triangulated with two other researchers who read 
the transcripts and reviewed the selected thematic categories and ver
batims. To improve the validity and quality of the study, the Consoli
dated criteria for reporting qualitative research (COREQ) were used 
[20]. 

All participants received an information document outlining the 
aims of the study, which they signed in order to give consent to 
participate as an interviewee, as well as to the recording and processing 
of the data collected. They were also informed of their right not to 
answer questions that might make them uncomfortable and/or to 
withdraw from the research process at any time. The study was 
approved by the Basque Country Clinical Research Ethics Committee (n◦

PI2016119). The treatment, communication and transfer of personal 
data of the participants was adjusted to the Organic Law 15/1999 and 
the regulation RD1720/2007, with author taking responsibility for the 
data. The confidentiality of the information was assured to the partici
pants in the informed consent, and the technical means for storage and 
retrieval were provided. 

Results 

The results can be classified in the following thematic blocks, which 
paraphrase the doctors’ opinions and views collected through the in
terviews (a sample of verbatims can be found in Table 2): 

Increased diagnostic capability with the use of MRIs: advantages and 
disadvantages 

Participants described MRI as a test that provides high-resolution 
images, and thus has a much higher diagnostic potential than other 
imaging tests. The possibility of identifying the disorders or conditions 
that patients may present broadens the range of circumstances in which 
its use is advisable for the detection and treatment of various health 
problems. Unlike tests such as CT scans or X-rays, MRI does not pose the 
risk of exposure to ionizing radiation; several interviewees mention this 
as a major factor favoring its use. 

In certain circumstances, however, the high image quality achieved 
with MRI is a double-edged sword. Some interviewed doctors warn that 

Table 1 
Main characteristics of the respondents.   

Men Women Code 

Neurology (n=13) 7 6 N 
Traumatology (n=11) 10 1 T 
Primary Care (n=12) 7 5 PC  
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the detection of benign anomalies may lead to their pathologization, 
meaning the prescription of unnecessary medical interventions and 
procedures (including the performance and repetition of diagnostic 
tests) that can also compromise the patient’s health. These benign 
conditions are not responsible for the patients’ symptoms and should not 
affect their physical health, but their detection may generate disquiet 
and anxiety. 

The demanding patient: should we acquiesce, or resist? 

Among other factors that influence the use of MRI today are patient 
attitudes and demands. In general, the respondents reported that pa
tients are less accepting and trusting than in the past and are now much 
more ready to question medical judgment. This new attitude tends to 
introduce a level of conflict in consultations that doctors may find hard 
to manage. According to the interviews, practitioners sometimes try to 
discuss the situation with their patients and persuade them to accept 
their clinical criteria, while on other occasions they eventually yield to 
patient pressure. Other external factors related to the healthcare setting 
itself (explained later) may also mean that practitioners are more likely 
to give way to insistent patients. 

The respondents agree that demanding patients are typically young 
and well informed. They warn that the greater access to information and 
the messages spread by certain media can be counterproductive if they 
create situations of alarm or if they raise false expectations. All this is 
favored by the growth of a “consumer culture” in which patients expect 
ever faster medical responses based on the use of health technology. 

Likewise, there is a degree of uncertainty in clinical judgments that is 
not always easy to manage. This uncertainty may increase the use of 
tests like MRI, which can reliably identify or rule out particular condi
tions, especially in view of society’s reluctance to accept medical errors. 
Indeed, many of the doctors’ responses reflect an inclination towards 
“defensive medicine”, which is usually defined as the use of clinical 
practices which are based less on the clinical evidence than on a concern 
with avoiding the risk of being sued by the patient or relatives. However, 
“defensive medicine” also has another meaning, linked to the sense of 
responsibility that health professionals feel and to their fear of making 
mistakes. For example, a defensive medical decision would be to make a 
request for an MRI that is not clinically justified by the patient’s 
symptoms, but which would mitigate the possible uncertainty and 
provide greater confidence when establishing a diagnosis. Such state
ments were especially common among neurologists, who treat 

Table 2 
Verbatims leading to characteristics of MRI and its association with care practices.  

Increased diagnostic capability with the use of MRI: advantages and disadvantages 

Image resolution and safety N3: The quality. MRI has a level of image resolution that the scanner just doesn’t provide. You can clearly differentiate gray matter and white matter in 
the brain. And you can see small lesions that would go completely unnoticed in the scanner (...) It has a much higher resolution and ability to detect 
lesions than the other tests. (...) And in chronic diseases as well like multiple sclerosis (...) helps you monitor the patient and decide whether to change 
treatment 
PC4: Also, you don’t radiate the patient. I mean, conventional radiology, with the scanner or with CT, impacts on patients’ health, but MRI doesn’t. It’s a 
safe technique and it’ll be used more and more in the future. 

Non-pathological anomalies T6: Another of the problems we have with the information from MRI is that it is such a precise test and gives so much information that people often 
misinterpret it. The MRI report arrives and tells them that they have several hernias, that they have degenerative changes and a lot of other things. 
Patients read this and assume they have lots of medical problems and are really ill – even though in fact many of these changes are typical of aging and 
the hernias are not clinically relevant. 

Defensive medicine and the fear of 
mistakes 

PC2: One of the factors may be the fear of a lawsuit. This reflects the type of society we live in now. That is to say, you’ll be responsible for anything that 
goes wrong. Defensive medicine is widely used in the United States and perhaps it’s coming in here. In medicine nothing is 100% certain and there are 
always going to be mistakes. And the fact that defensive medicine is used so widely makes you wonder whether you’ve been negligent and that something 
is going to go wrong. In 99% of cases you know everything is ok, but there’s always that slight danger... I don’t know whether to call it a danger or just a 
nagging feeling that is sometimes there and frightens us – me, at least – and makes us choose the defensive medicine approach. Even if I’m absolutely 
certain nothing is wrong. I might request an MRI “just in case”.  

Demanding patients: profile and management 

Conflictivity N12 (...): Regarding the type of patient, possibly in the past patients used to be more docile in the sense that they were more ready to believe what their 
doctor told them. Now it is rare for patients not to ask you for a test, even though later they don’t know how to interpret it or know what it is for. But 
the patient profile has changed, it has changed. […] And yes, I also believe that health resources are being abused or misused, probably due to lack of 
proper health education. And obviously we are also partly to blame, because quite often you do what they ask so that they’ll leave you in peace. 

Profile of demanding patients N10: And I also believe that patients are becoming more and more informed, with new technologies and social networks. They are able to search for 
more information and have more knowledge about what they are talking about. And they also demand more tests. Nowadays you ask a patient for a 
scan and, depending on their age, they will not be reassured if you don’t ask for an MRI. And it is the patient himself who tells you this and who 
questions you. Whether this was the case before, I don’t know. But globally, and above all here, in the X health center (urban area), where we cover a 
population with a high socio-cultural level and with a purchasing power that means that if they are not satisfied, many go to the private sector and so 
on, they are used to a level that in other centres or in other situations in which I have come to work is not the case. In those centres, perhaps the patient 
trusts the doctor’s opinion more, does not question the indications so much and does not ask for more tests. 

Culture of consumption and instant 
gratification 

T7: The problem that I think there is today is that MRI is over-prescribed. Not all the MRIs requested are necessary. Very often they are requested 
because of patient pressure. For example, if I see a degenerative hip with major osteoarthritis, an X-ray is enough for me. But they insist on asking for 
an MRI and it’s hard to refuse. In the year or so I’ve been in this business, I usually say no, but there are staff who request them just for a bit of peace.  

The structural conditions of the system 

Lack of time T5: Perhaps if we had more time available for examining our patients and for taking an accurate medical history, and if they tell us what their problem is, why 
it happens, and when, then maybe we could make an accurate diagnosis without the need for certain tests. […] If you feel under pressure, either in primary or 
in specialist care and you don’t have time to attend to a patient properly and you know that requesting an MRI will take you a couple of minutes, whereas 
explaining to them what their problem is, what the treatment will be and that they don’t need an MRI may take you 30, obviously you choose option A. You 
order the MRI and that’s it. And then when the patient comes back we’ll look at the results. But the pressure undoubtedly makes you less strict about requesting 
an MRI. 

Precarious employment status N6: No, I think that the high rate of staff turnover also has a great influence. If people aren’t used to how the service works, and then keep getting moved from 
service to service, and don’t settle anywhere, they’re likely to ask for more supplementary tests. […] Because they don’t know the patients or their history and 
they aren’t going to be there to see how the patients progress. Of course, all this has an influence. Obviously if the health staff are always in the same service, 
everything works much better at all levels. for patients and professionals alike. And requests for tests are handled in a much more rational way. 

Access to MRI and its role in 
society 

N11: Accessibility, for example. The easier it is for you to get a test, the easier it is to ask for it. If there’s lots of paperwork it’s more complicated. And today 
almost all centers have MRI and it’s become a fairly common test. So, making a test easily accessible means that health staff order more. 

Access to MRI in PC PC9: The objective of Primary Care, in my opinion, is to care for the vast majority of patients, and look after them well, and it should have the resources to do 
so. When this isn’t possible, the patient is referred to a specialist.  
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pathologies with a high burden of morbidity and mortality. In addition, 
the non-specific nature of symptoms such as headache, which may 
indicate either a very mild health process or a serious illness, together 
with doctors’ own experience of unexpected findings that highlight the 
limitations of clinical interviews and examination, may intensify the 
phenomenon and lead to an over-prescription of MRIs. 

Structural conditions of the health system: the increasing use of high-end 
technology in healthcare 

The brevity of patients’ visits is another of the factors that health 
professionals mention in relation to the potential over-indication of 
diagnostic tests such as MRI. Practitioners often lack the time needed to 
carry out a complete examination or to carefully review a patient’s 
clinical history. At a time when healthcare pressure is building, these 
time-consuming activities may sometimes be substituted by a request for 
an imaging test such as MRI. 

This problem is compounded by the precarious working situation of 
many health professionals, who are subject to rotations between 
different clinics and short term contracts. According to the respondents, 
in this situation, doctors are unable to get familiarized with their 
assigned patients who attend outpatient consultations, and this limits 
the ability to detect specific health problems. In addition, patients who 
come to the clinic several times for the same reason may be seen by 
different staff members on each occasion, with the result that requests 
for certain diagnostic tests are easily duplicated. 

The growth in the availability of MRI equipment and improved 
technology have also increased the demand for MRIs and has established 
it as a popular diagnostic tool among both doctors and patients. This 
seems to reflect an increasingly general trend according to which the 
provision of care relies more on diagnostic methods than on the clinical 
expertise of specialists. 

Conclusions 

Various factors other than the clinical judgment may affect the 
performance of diagnostic imaging tests such as MRI. Based on the in
terviewees, we identified three groups of factors that affect decisions to 
order MRIs: (i) the diagnostic advantages MRI offers over other tests, (ii) 
the increasingly demanding attitudes of patients, (iii) and the structural 
conditions in which doctors work. A request for MRI that is not due to 
clinical indications may not only generate unnecessary financial costs 
for the healthcare system but may also have undesirable consequences 
via the pathologization of benign anomalies. 

To begin with, as reported by all doctors interviewed, the use of MRI 
has clear advantages over other diagnostic tests, including the high 
image quality it offers and the lack of ionizing radiation for patients. Its 
use, however, is not indicated for the diagnosis of all types of medical 
conditions. Referring to the indication for MRI in common conditions, 
such as back pain, current international guidelines advocate a diagnostic 
triage approach for identifying patients with back pain who require 
imaging[21]. With this expanding knowledge, one might expect MRI 
request rates to be declining, but recent systematic reviews show 
otherwise: the use of imaging tests in such patients has increased over 
the last 20 years[22] and at least a third of all MRI orders in back pain 
cases are unnecessary[23,24]. 

Despite the diagnostic capability and radiation safety of MRI, CPGs 
do not usually recommend it as the first option in patients presenting 
symptoms such as non-specific musculoskeletal or neurological pain. 
When unnecessary tests are performed, there is a risk of harming the 
patient, initiating an unnecessary treatment, or causing undue concern if 
findings are not adequately explained to patients. It has also been shown 
that requesting an MRI too early is associated with a higher risk of excess 
surgery and opiate prescription, higher final pain scores and, as a result, 
higher healthcare costs[25]. 

Interviewed doctors demonstrate an understanding about the 

recommendations of the CPGs and the "red flags", and are aware that 
imaging is only useful in a small subgroup of patients in whom a 
potentially serious condition is present, which in a study in Australia 
accounted for 5-10% of low back pain PC consultations[26]. In all other 
cases of low back pain, imaging will not be able to guide treatment and 
may cause more harm than good. Likewise, in the case of headaches, the 
evidence advises against performing imaging tests for primary head
aches without "red flags" symptoms[15,27,28], not just because of the 
possibly unnecessary expense but also because of the risk of generating 
uncertainty and undue concern[10]. In fact, a study carried out in pa
tients with primary headaches and in patients without symptoms 
revealed that there were no significant differences in brain abnormal
ities detected by neuroimaging between these two groups, concluding 
that performing these tests for primary headaches was not mandatory 
[28]. Furthermore, incidental findings may cause concern in patients 
due to a labeling effect as potentially ill, and this may delay their re
covery if they are unaware that these abnormalities are common and 
benign[29]. An incidental finding may also lead to further testing, 
referral to a specialist, or more intensive treatment such as surgery. 
Apart from the effect on the patient, these unnecessary procedures may 
limit or delay access to these services for patients in real need of this care 
[30,31]. 

Imaging and follow-up based on incidental findings also affect direct 
costs (i.e., equipment, staff time to capture images, and time to interpret 
imaging findings), and subsequent costs (i.e., further tests, referrals to 
other specialists, and interventions many of which are costly and of 
limited benefit to most patients with back pain). They also have indirect 
costs at personal and societal level related to lost work or productivity 
[29,32,33]. 

In addition, and in certain medical specialties especially, one of the 
factors that lead physicians to request more MRI tests than recom
mended is the worry that they might be overlooking a more serious 
specific pathology[9,34]. However, in the public healthcare setting 
where our study was conducted, physicians prescribing MRIs are prob
ably less likely to practice this sort of “defensive medicine”, since the 
responsibility for negligence falls on in the healthcare provider that has 
contracted them; rather, their attitude would reflect more the fear of 
making mistakes, due to the moral responsibility they feel towards the 
patient, as has been reported in other public healthcare systems in other 
countries[25]. 

Regarding the second group of factors identified, namely those 
directly related to the patient, many respondents report a change in the 
doctor-patient relationship. Patients now tend to assume a more active 
role in the care and promotion of their health and, as a consequence, 
demand fuller and more comprehensible information. Patient insistence 
seems to be an increasingly prevalent phenomenon in relation both to 
the demand for imaging tests and to other health resources in general 
[35,36]. For example, the management of patients with low back pain is 
especially complicated due to the pain itself, the mobility limitations, 
and the disability it generates. In these circumstances, an inappropriate 
prescription for imaging tests might respond to a cultural need for an 
explanation and a legitimization of chronic pain on the part of both 
patients and physicians[18]. 

Imaging tests are sometimes prescribed in an attempt to reassure 
patients[9,18,37]. One systematic review suggested that around 50% of 
patients expect images from their healthcare provider because they 
believe these images can help rule out a serious cause of their pain[38]. 
Some patients also believe that imaging can identify the cause of pain 
more accurately than a physical examination by a doctor and provides a 
more personalized approach to treatment[36,38]. This idea is also 
expressed by many of our interviewees, who stress the growing trust in, 
and social demand for, a more technology-based medicine. Indeed, pa
tient pressure has been related to the huge increase in the access to 
medical information via the Internet, especially among younger and 
middle-aged patients. In general, doctors disapprove of patients using 
the Internet, although they also state that the information patients 
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obtain in Internet searches may be useful and may in fact save time[36]. 
However, the non-clinical factors shown to be relevant in our study, 
such as the attempts to reduce conflict during patients’ visits, improve 
patient trust, and avoid possible legal consequences seem to be less 
common than factors related to the characteristics of the healthcare 
system[13], which may vary significantly depending on the cultural and 
organizational context. 

An increasingly demanding attitude on the part of patients may be 
reinforced by contextual factors in relation to the structure of the 
healthcare system. In particular, our study records the views of doctors 
regarding the impact of factors such as the insufficient time available to 
examine and interview patients properly on the tendency to order 
complementary tests. Previous studies have noted that the impossibility 
of engaging in a dialogue with the patient and explaining whether or not 
a diagnostic test is needed may lead to the overuse of certain resources 
[10,14,35,36]. Two systematic reviews suggest that the clinical setting 
itself may encourage clinicians to over-prescribe imaging tests in the 
belief that imaging will reassure the patient, and also due to the lack of 
time to explain the possible diagnosis[34,39]. This practice is particu
larly common in the case of highly prevalent health problems such as 
headache or low back pain, for which rates of MRI use vary widely[9, 
10]. Emery et al.[40] analyzed the appropriate use of MRI in low back 
pain and headache, concluding that the rate of requests considered 
inappropriate was three times higher for back pain than for headache, 
with notable variability between medical specialties. 

In our study setting, the organizational structure combines PC and 
specialized care, thus facilitating consultation between services. This 
may mean that rates of MRI use in PC for low back pain do not differ 
greatly from those in specialized care services. In fact, the physicians 
interviewed at both levels of care do not seem to relate the potential 
increase in the demand for MRI with the recent organizational changes 
that enabled PC physicians to use this test. The PC physicians inter
viewed in our study stated that they were familiar with the recom
mendations, whereas other studies have suggested a possible lack of 
awareness of current guidelines on back pain among PC staff, which may 
have led to the excessive dependence on images in the PC setting[34]. 

To the best of our knowledge, our study is the first in the Spanish 
context that explores subjective aspects of the prescription of tests from 
the perspective of various health professionals who treat different types 
of pathologies closely linked to the use of MRI. MRI is a radiation-free 
diagnostic test that is highly valued in medical practice. Although doc
tors interviewed felt that its use complied with clinical criteria in the 
vast majority of cases, its implementation varies widely, for a number of 
reasons. Our analysis focuses on factors not directly related to clinical 
aspects, and identifies a series of drivers related to changes in the doctor- 
patient relationship, as well as factors related to the organization and 
working conditions of health professionals. On the one hand, we found 
some cultural dynamics that are difficult to modify, among others, the 
change in the doctor-patient relationship, as well as the growing de
mands and expectations of patients with respect to the capacity of the 
healthcare system and technology to solve different health problems. 
Moreover, these growing demands of patients on the healthcare system 
can contribute to improving the quality of healthcare services. However, 
it is possible to intervene and improve the organizational and working 
conditions of the different healthcare units, mainly by improving con
tract duration and reducing rotations of doctors and ensuring that they 
have enough time to provide correct patient care. This would not only 
improve their capability to establish diagnoses but would also reinforce 
patients’ confidence in health professionals, optimizing their requests 
for health technology resources and adherence to clinical guidelines and 
recommendations. 
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